Examination showed a visual acuity of 20/20 in both eyes. A focal area of anterior scleritis with a bluish tinge was noted in the inferotemporal quadrant of the right eye. Ophthalmic examination was otherwise normal in both eyes. A subconjunctival injection of 0 5 ml triamcinolone (40 mg/ml) was placed adjacent to the scleritis, which led to improvement. The patient subsequently' received periocular steroid injections every 3 weeks, given by her private ophthalmologist.
Ten months later she was referred again, this time because of decreased vision and an unusual anterior chamber infiltrate in the right eye, for which she had been treated with prednisolone acetate 1% every hour and diclofenac sodium 0-1%, four times a day, without improvement. Visual acuity was 20/70 in her right eye, and the anterior chamber showed fluffy material attached to the temporal angle of the anterior chamber and the adjacent iris. There were some cells in the anterior chamber without a hypopyon. A diagnostic anterior chamber paracentesis was performed, while treatment with topical prednisolone acetate 1% was continued. The left eye did not show any abnormalities. Two days later the visual acuity of the right eye had decreased to 20/200. and the anterior chamber showed branching crystalline material (Fig 1) . Treatment was begun with topical fortified vancomycin (50 mg/ml) and ceftazidime (5%) every hour, periocular injections of vancomycin (25 mg) and ceftazidime (100 mg), and intravenous cefazolin (1 g every 8 hours). The anterior chamber aspirate grew Streptococcus sanguis in thioglycollate broth only, and the ceftazidime drops were stopped. Following her discharge, intravenous cefazolin was changed to oral cephalexin 500 mg four times a day.
The patient's symptoms and ocular signs improved initially, and the material in the anterior chamber became more crystalline although it did not disappear (Fig 2) . The material in the anterior chamber subsequently developed into a net-like infiltrate which appeared to involve the iris and the lens capsule. A diagnostic and therapeutic pars plana lensectomy and vitrectomy were performed: smears of the lens capsule revealed hyphae and cultures grew A niger on all plates. Intravitreal injections of amphotericin B (0 005 mg), vancomycin (1 0 mg), and dexamethasone (0 4 mg) were given at the time of vitrectomy. Subconjunctival injections of 25 mg vancomycin and 12 mg dexamethasone were also given. In the following days, the patient received two additional intravitreal injections ofamphotericin B, oral fluconazole (200 mg twice a day), and topical fluconazole 2% every 2 hours. However, the infection progressed with a recurrence on the iris and a perilimbal scleritis on the involved side (Fig 3) . Despite subsequent corneoscleral resection with hemi-iridocyclectomy and patch graft, eventually an enucleation had to be performed for intractable pain and recurrent infection. Histopathology of the specimens from the corneoscleral resection as well as from the enucleated globe revealed hyphae within the sclera (Fig 4) . The pain continued to be severe following the enucleation but may have been due to a drug addiction problem: at this time information was obtained that our patient had been treated at a drug rehabilitation centre for drug misuse several years before the development of scleritis. She also had a history of breast automutilation. 
